Purple toe syndrome From Dr Munir E Nassar 245 South Main Street Albion, New York 144JJ, USA Dear Sir, The rebuttal by Mr Akle and Dr Joiner (August Journal, p 632) of my suggestion (July, p 557) ofwarfarin vasculitis with clinical manifestation of Raynaud's phenomenon, and a remote possibility of embolic disease, is interesting.
The weight of evidence in the literature that the purple toe syndrome exists is meagre.
Pathologically, dilatation of small peripheral dermal vessels without endothelial thickening, and inflammatory cell infiltration of vessel walls, have been documented in genuine cases of vasculitis or necrotizing angiitis and the clinical picture of Raynaud's phenomenon (Beeson et al. 1979 jointly cover and concentrates 'on the questions which they fail to answer and which therefore need further research.
This discussion picks out three issues: (I) The identification of psychiatric morbidity in primary care settings: What percentage of 'patients' have-psychiatric problems? The variable answers to this question are now well known. More copious and useful evidence comes from the UK than from the USA.
(2) The use of primary health care services by patients with mental health problems: Why are these patients higher users of medical care services? Do psychiatric and physical symptoms occur together? What theories explain this? Do persons with mental disorder have unique patterns of illness behaviour? Once these patients receive specialized mental health services, do medical service utilization rates decrease?
(3) The management ofpatients with mental health problems by primary care physicians: Given that 10% to 20% of primary care patients suffer from mental disorder, how should they be managed? How can physicians deal with high utilization and the co-occurrence of psychiatric and physical symptoms? What types of patients should be managed by primary care physicians and which need to be referred to psychiatrists? Are certain methods more suited to the primary care setting than others? What is the effectiveness of different forms of treatment and of different settings?
All these questions receive some answers in this review. But what light does it throw on our general belief in the capacity of primary health care to supply a large part of psychiatric needs?
Professor Kathleen Jones wrote in this journal of 'the myth of control by the family doctor ... a renaissance man of heroic proportions with at least 48 hours in every day', but rarely with 'the knowledge, the contacts, the ability or the interest to weigh up different modalities of care' (Jones 1979) . The essential argument is about this attempt to integrate care of body, mind and relationships at the level of direct access to patients, as an alternative to the provision of separate access to a more specialized mental health service.
The proportion of the population with mental disorder actually covered in the USA by community mental health clinics is 8.4%,' as against 43.4% in general medical care settings and 10.4% in general hospitals (Regier & Goldberg 1976, personal communication) .
So in the USA, as in the UK, a large proportion of patients with diagnosable mental disorder is seen by primary care physicians and a large proportion is handled by them alone.
Evidence in this review about the identification of psychiatric morbidity in primary care settings shows that diagnosis by psychiatrists, or through the use of symptoms questionnaires to patients, produces higher rates than diagnosis by the general practitioner himself. This casts doubt on the sensitivity of the general practitioner in recognizing these disorders.
Professor Jones also argued the lack of fully professional skills in some general practitioners, but it is clear that in the community mental health clinics in the USA much of the treatment is carried out by non-professionals (Mollica 1980). The evidence in this document against a specialized mental health system is as follows. Patients with mental disorder are higher users of medical care servicesand are thus particularly well known to primary care physicians (Cooper 1964 , Kessel 1960 , Mazer 1969 , Shepherd et al. 1966 . They average about twice as many visits as those without such problems. Is this because persons with mental disorder have higher rates of physical disorder or because they are more inclined to seek help for illness than other persons (Hankin 1974) or both? It is clear from the evidence in this document that they do indeed have a higher rate of physical disorder (Eastwood 1975 , Goldberg 1970 , Shepherd et al. 1966 . Physical and mental symptoms occur together and are difficult to separate in diagnosis and treatment.
Both in the USA and in the UK it is out of the question for psychiatrists alone to cope with the total load. Moreover, in the USA more medical school graduates are now entering family practice and correspondingly fewer are entering psychiatry.
Undoubtedly this document seems to support the system we use and the conclusion of the WHO Working Group: 'It seems probable that the general practitioner, or somebody like him, will emerge as the leading figure in primary medical care in most countries: and that he will play a major role in mental health care' (WHO 1973 ). Coleman & Patrick (1976 consider integration with primary health care to be the only feasible means of improving the distribution of mental health services in the USA for the population as a whole.
But most importantly, this document points the way ahead -to the value of liaison with psychiatrists working at the primary care level (Cooper 1974 , Enelow 1960 , Lancet 1975 and with social workers (Cooper et al. , 1975 .
The trend towards increased training needs to be sustained, particularly about psychotherapeutic techniques, the appropriate prescription of psychotropic drugs, the use of appropriate social intervention techniques and the effective methods of referring patients to psychiatrists.
Co-occurrence of physical and mental disorders in the same patients in something like 20% of patients attending general practitioners raises the question of adequate consultation time -not a notable feature of the system in the UK.
The overwhelming conclusion in reading this review is of the need for outcome studies, however difficult. Nothing less can settle most of the difficult questions which are raised.
